MARYLAND |

Department of Health
and Mental Hygiene

Maryland Cancer Fund

Cancer Treatment Grant

Application Process
Maryland Department of Health & Mental Hygiene
Prevention and Health Promotion Administration

Center for Cancer Prevention and Control



Introduction

The Maryland Cancer Fund
(MCF) provides Cancer

Treatment Grants to eligible
organizations for low-income
Maryland residents.
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Who Can Apply

and Mental Hygiene

« Eligible Organizations are:

« Local Health Departments

« DHMH CCPC-funded programs (for
example, the local Breast and Cervical

Cancer Programs, t
Fund Local Public H

ne Cigarette Restitution
ealth Programs, and

Maryland Colorecta
Program grantees)

Cancer Control

Prevention and Health Promotion Administration
February 2016
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el A\Who Can Apply (cont.)

Dep:
and Mental Hygiene

« Eligible Patients:
= Are Maryland residents

= Have a family income less than 250% of the
federal poverty level (See
http://familiesusa.org/product/federal-poverty-
guidelines for the current federal poverty
guidelines)

« Have a diagnosis of cancer within 6 months of the
application date or a finding suggestive of cancer.

Prevention and Health Promotion Administration
February 2016
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Grant Awards

Dep:
and Mental Hygiene

« Grant Awards are used to pay:

= Health Insurance Costs

= Any health insurance policy

- For deductibles, coinsurances, copays
= Direct Costs

- For cancer diagnosis and treatment

- Up to $20,000 for direct costs
= Indirect Cost

. For additional expenses

- Up to 7% of direct costs

Prevention and Health Promotion Administration
February 2016
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Grant Awards (cont.)

and Mental Hygiene

« Award Period

« 1 year

« Established in Standard Grant Agreement
« Award Avallability

« Funds are limited

= Contact MCF Coordinator BEFORE
submitting application

Prevention and Health Promotion Administration
February 2016
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Fund Avallabllity

Dep:
and Mental Hygiene

« MCF is funded solely by donations
« Donation levels vary

= [Total # of Grant Awards are based upon
donation levels

= If the applicant receives Cigarette Restitution
Funds (CRF) allocated for treatment of
targeted cancers, the CRF funds must be
exhausted or obligated prior to applying for
the MCF

Prevention and Health Promotion Administration
February 2016
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Application Process

Dep:
and Mental Hygiene

1. Contact MCF Coordinator for fund availability
a. Call (410) 767-6213

b. If funds are available, then you will
receive a grant number to continue (The
application must be received within 30
days: If not, the funds will be released)

c. If funds are unavailable, then further
Instructions will be provided

Prevention and Health Promotion Administration
February 2016
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el Application Process (cont.)

2. Complete MCF application (For
Instructions
http://phpa.dhmh.maryland.gov/cancer/Pa
ges/mcf _grants.aspx)

3. Submit sighed Standard Grant
Agreement


http://phpa.dhmh.maryland.gov/cancer/Pages/mcf_grants.aspx
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Application Forms

Dep:
and Mental Hygiene

1. Organization Application
2. Cancer Treatment Application

3. Proof of Income or Statement Certifying No
Income

4. Proof of Residency

Prevention and Health Promotion Administration
February 2016
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e, Application Forms (Cont.)

and Mental Hygiene

5. Physician Letter — Certification of Diagnosis
6. Cancer Treatment Plan and Budget

/. Certification

8. Consent Form

9. Fiscal Budget Forms (DHMH 432 A-H)

Prevention and Health Promotion Administration
February 2016
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el 1o Organization Application

« Form DHMH 4682

« http://phpa.dhnmh.maryland.gov/cancer/
Documents/Form 4682.pdf



http://phpa.dhmh.maryland.gov/cancer/Documents/Form_4682.pdf

Organization Application -

ent of Health

Hize Mental Hygiene I O rm

M CANCER FUND

tHon = Lication
{Please Type or Print Clearly)

Name of Contact:

Name of Orzanization Entity:
Address:

Phone Nomber

Faz Number:
Email Address:

Name of Individual Patient Bequiring Cancer Treatment:
Trate of Birth-

Gender:
Conniy of Residence:
Type & Stage of Camcer:

Fleaze complete the following checklizt for enclosures:

Completed MCF Cancer Treatment Apphication along with-
m| Proof of health insurance pohey, 1f apphcable
Proof of anmual farmly income or potanized statemsent of no
meome
Phy=iman letter {on physician’s letterhead confirmumg indrndual
diagnosed with cancer, treatment for cancer, or fimding suzgestme of
cancer, dzte of dizgnesis or reatment, specizlty, madical licanza
ke
Treatment Plan and Budget
Ceartification
Consent
Fiscal Budget Forms DHMH 432 A - H

tion and Health Promotion Administration
Feam |0 DH ARED  Bevinall SCILI0H) February 2016
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=) 2. Cancer Treatment

MARYLAND |

Department of Health

Application

« Form DHMH 4683

« http://phpa.dhnmh.maryland.gov/cancer/
Documents/Form 4683.pdf




ancer Treatment Application

neal Hygiene

oy CANCER FUND

Cancer Treatment

FLEASE COMPLETE ALL AREAS OF THE AFFLICATION, Fages 1-3
(If some areas do ot apply, please mark “not applicable™ ar “N/A™)

Instructioms:

PAGE I ERESIDENCY ELIGIBILITY - The paticnt peast provida proof of Maryland midency for §
months prior to the application date. Please provide s copy of ONE of the following decumenits
displaying patient"s mame AND current bome sddress:

Maryiand Diriver's Licanss

Maryland State Ideatification Cand

Lazse or Fental Agrecment

Propsaty Tax Bill

Motor Vahicls Ragistration

Paycheck or Stob with Full Nams and Home Address

Uiility Bill

Vomr Registation Cand

W-2 Statemant (isswed not mors than 12 msonths ago)

HEALTH INSURAMCE— The patient may have any health msurance at the time of
application and may remain insured during the time of service delivery.

FAGE 2: ANNUAL FAMILY INCOMEF - The patient must have an annm] family incoms of not more
than 230 percent of the foderal poverty muidelines. Pleass Lst the total amosst received fom all
sources of income befors taxes 2o withhald.

FINANCIAL ELIGIBILITY
Please provide a copy of ONE of the following decuments displaying patient”s name AND
currest home ad dress:

+ Most Eecent Pay Stwbs — Must be for rwo pays in a row or fwo pays in the same meath

# Klost recest income fax returs

«  Most recemt W-I form

#*  Secial Security Entidement Letter — The Social Security Administration sends this by
mail cach Jamzary. It Lists the amowst the patient will receive sach meath.

+ INotarired Sintement - If the patisnt &5 not working, this statsmant should stete that the
patisof is net working and doss mot have aay incoms, or tat the patisst has not had any
incopse in the past € menths. This is a legal docurent and erast be stamped and signed
by a notary public. (See sampls patent’s statemvent DEMH Form 4687).

FPAGE 3: PATIENT AGREEMFENT - Pleass read carefully becauss the application is 1 legal document.
Ths patient’s signaters indicates: (1) the statemsents that the patient made are tros: (2) &e MCF ks
the patient’™s permission to venfy the patient’s informaton provided; and (3) the orgamizaticn
applying on bekalf of the patient has the pationt’s permvission to relsass mformation reganding the
patient’s medical, fnamcial, and mmreancs mformation to in the MCF.

INFORMATION CONTAINED IN THIS APPLICATION IS CONFIDENTIAL

Fawm [ S5 (ovisd 221/30004)

Marglond Carecer Fund
Cancer Treaimens Applicaton

{Page 1 of 3)

PATIENT DNFORMATION [Plesze trpe r print chearkr)

N
Laat Faout M
maeeodBen: [ | VLI IO Sex: []Mals Marital: [ Sepemmed
] 5 YYYY [ Faxmls HI}hﬂ\cﬁi
Etticity: [] Fispamic o Latse Marmed
] Mot Eispamic or Latizne [ Singleevar Mazied
[ Urokmceam. O wridowed

Chsck all thar apph-:
Foace: O Wiee

Patent Curresily Empleed: Oves [OJMo

I:Imn:l:nrﬁfu.mﬁmm K yea, placs of sroplonmens:
i hm'lmf‘

Amhﬂnu.:r Alwska Mamrs Spomse Tes 53]

Wathve Favadian or Othar Pacific Tdamder ]f;llw.]:lmuufu:p]m‘mnt
Heome Addre::-

vimmear, bireat  PLC) Box
City Toun [z Tap Coode Ceniy of Rowdenca
lll:j'lild.&‘:ill-::DYn Ome=
Heome Fhome: [ i
Wk Pher i b = I
Crll Phame: i E-Mlail:
EMERGENCY CONTACT
Name: Peee [ [ T VLI ICACIC T
Lasr Frm

Addresz:
Felvtionship to Patient- ] Spouwse [ Pmeor [Tk [ Cther (SpecfyT
Contnct Perzon for Orpamimcen Appling:
Name: Feeme: [ ] [ VLT ML

Fimt Last
HEALTH INSURANCE
Do you bave any health inmrance? [ Ves: 0 Me ion
15 Yus, then bt carriss )16
Barm R INEH SAKS (Hevised (IR2TLA04) 15



ancer Treatment

nt of Health

e Application (cont.)

Marylond Cancer Fund Marylond Comcer Fund
Cancer Treaiment Applicaton Carcer Treafmend Applicagen
(Page 2 of 3) (Page Jof 3)
ANNUAL FAMILY INCOME: The total recsived per ysar from all somcss of incomss bafore tames are withhald
PATIENT ACREEAENT
T L FRC L Ll O Y - =
o ,m,,E,_Df'E, — DOCTMENTATION {Please read cargfully before signing

Patemilncome o s | T Olte Ol Des I cartify that all the information on this form is frue, comect and complete. T understand that
Sty et it ot} EI:: :_M. — e any false statements would subject me to penalties under State law and would result in a
el |5 Qs | | Qv O O denial of grant eligibility.
cther benciiba) ear . E_
Parens” Inceme e LI % :“"‘ o == e T authorize the Maryland Department of Health and Mental Hygiens, Center for Cancer
m"‘““s : Y e — Emt-'l]lanee. Mcww%ﬂaf@dmmxﬂﬁ;{aﬂymm?mm

] : Ezﬁ . B-oEE by me om this firmm. T will provide proof of any information on this form as equired by the
Fozrer Child Supplement CIWeck | Teasdy Tomt MCF.
{1 chlerery) conedt i houmchoid | ¥ . E:ﬂlﬁ . E:: Ol Oea
;nm-nm. D;m - hnl- e — I agres to allow the _ _
I::lun m: Olpaeznt 5 . E;‘“ M . =g E:‘: [mE L Fm ol G asdoation
m:&" :_::" . B [ ::: [ — to release the medical financal inswanee wfvrmation regarding my cancer restment and

: Cltear |8 . oeba the Maryland Department of Health and Mental Hygiene that adoimsters the Maryland

[ Godal Gecunity Deabahny v
mnzpﬂdn:d'll; ¥ - Em T Ove Ose Osa Cancer Fund.
Cptize. Ooposs paesmt O e ¥ e
Alneany | o= Toardy Toeal
[T PR i f— § . Eumm . E:: OOre Osa
FAMILY IMCOME 'y - Sigmaturs of Pariect or Parent Gardian Fazo of Commct Parses Sr Orpanization Appyag

came Prist or Typed

FINANCIAL ELICIBILITY Hama of Patiant Addrss of Coact Person.

Te deterding your Enancial slightdlity for this ww need to collect nformation bermabold ftion. and (Pemar Pt ar Tupel Pemme Pt or Tyl
ﬁmhwmmr&‘%’mm m—.ﬁ'mm1mhrm¢ﬁ Ciharu "" "'

provids yorr W-2 Forns, Sochal Seamity Ftiflenent Lotiar, a psininerm of 2 pay smbs in 2 row or 2 poys in tha: same. month, ar

a notarived lettar stating “No Incone and Mo Ensploymant™ can be mibetitmed) T of Agpicencn O#ffica Phom of Comact Parson
FAMILY COMPOSITION
Pleass it the zames and ages of all fansly mambers within the boushold and indtcate theer relationskio %o the patisnt. Inchada:
patiant, sposs, Exemcially dependant child{ren) and 2ll other depandemts Hsied on your imcome tx retum form. 5 the patiant 52 -
1A, inchude: cld. Forsar o iam, sblingls] EETUEN COMPLETED MCTF APFPLICATION TiO:
hfarvlasd Cancer Fu=d
LAST MARF FIRST NAME AGE EELATIONSHIF TO PATIENT Aiarvlasd Departmesi of Health asd ezl Hysieoe

1. 201West Presion Sirest, Eosm 106
2 Balbtimsore. Maryland 21300
3
4
5. For questions, please call (410] 7676213
If there are more than fve (%) family members wichin che bowsehold, please comtinwe che list on 2 separace sheer and aseach.

INFORMATION CONTAINED IN THIS APPLICATION IS CONFIDENTIAL n
Total number of people in family, inchding patient: [ 6

Farm [N 5405 (Movined KE221/20014)
Farm [0 S5 (evvined (C2120714) 16
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3. Proof of Income

s
and Mental Hygiene

Proof of annual family:
= Most recent iIncome tax return
= Most recent W-2 form

= Pay stubs for two consecutive pays or two pay
within the same month

= Social Security entitlement

NOTE: When a copy of the applicant’s most recent income tax
return is submitted as proof of income, the form must be signed,;
or if filed electronically, the electronic filing verification form must
be attached.

Prevention and Health Promotion Administration
February 2016
17



=y Statement Certifying

timent of Health

|
~ 1
MARYLAND |
e = o =alch

No Income

« For patients with no income

= Notarized letter stating that the
iIndividual is not working and has no
Income

« http://phpa.dhmh.maryland.gov/cancer/
CCPC%20LIbrary%20Doc/Form%20DH
MH%204685 1.pdf



http://phpa.dhmh.maryland.gov/cancer/Documents/MCF Updated 7.2013/No Income _Form_4685.pdf

Statement Certifying No

nt of Health

el Menad Fygicne” Income - Form

STATE OF MARYLAND

DHMH

Maryland Department of Health and Mental Hygiene
Larry Hogan, Governor -  Boyd Rutherford, Lt. Governor -  Van Mitchell, Secretary

Statement Certifying No Income
Maryland Cancer Fund — Cancer Treatment Grant

I . state that:

Iam not employed at this time and receive no unemployment compensation, support, or income of any kind.

I live with my (parents, friend, relative, etc.) and receive only room and board. I
receive

Check all that apply:

Yes [ No [ Food Stamps
Yes [1 No [ Cash Assistance/Temporary Cash Assistance/TEMA
Yes [ No [] Housing Allowance (voucher)
(Patient Signature) (Date)
Notary Acknowledgement
STATE OF MARYLAND )
) SS
)
On , before me, the undersigned, a Notary Public in and for said County/City and
State, personally app d . personally known to me or proved to me on the

basis of satisfactory evidence to be the person whose name is subscribed to the within instrument and
acknowledged that he/she executed the same.

Subscribed and sworn to before me this day of ,20
Witness my hand and official Seal

Notary Public in and for said County/City and State

Notary Public:
Date:
My commission expires on

Prevention and Health Promotion Administration

February 2016
Form DHMH 4685 (Revised 07/30/2015) 19
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4. Proof of Residency

and Mental Hygiene

= Show residency for at least 6 months prior to the application
date

= Proof of current Maryland residency
= Maryland driver’s license or State identification card
= Lease or rental agreement
= Property tax bill
= Motor vehicle registration
= Pay check or stub with name and home address
= Utility bill
= Voter registration card
= W-2 Statement issued not more than 12 months ago

Prevention and Health Promotion Administration
February 2016
20
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5. Physician Letter

and Mental Hygiene

= A letter signed by the patient’s physician
= Written on the physician’s letterhead
= Letter must:

= Confirm the patient’s cancer diagnosis or the patient is being
treated for cancer or the patient has a finding suggestive of
cancer

= Confirm the date(s) of diagnosis or treatment

= Contain the physician’s full name, address, specialty and
medical license number

Prevention and Health Promotion Administration
February 2016
21
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sl Physician Letter (cont.)

and Mental Hygiene

« http://phpa.dhmh.maryland.gov/cancer/Documents/M
CF%20Updated%207.2013/Physician Letter.pdf

NOTE: When a current recipient of a Cancer Treatment Grant
IS diagnosed with or has a suggestive finding of a second
cancer, the organization administering the grant must seek
approval for coverage of the second cancer.

Prevention and Health Promotion Administration
February 2016
22


http://phpa.dhmh.maryland.gov/cancer/Documents/MCF Updated 7.2013/Physician_Letter.pdf

(Insert Letterhead)

Physician Letter
Certification of Diagnosis

Date

Physician’s Full Name
Address

Specialty

Medical License Number

Dear Maryland Cancer Fund Coordinator:

This letter is to certify that

.on

. and began treatment on

(Date of Diagnosis)

(Date of Treatment)

and needs to obtain a cancer diagnosis.

(Patient Name)
[ has been diagnosed with
(Type of Cancer)
OR
[ 1s being treated for
(Type of Cancer)
OR
U has a finding suggestive of
(Type of Cancer)

Smcerely.

Physician’s Signature

Physician Letter - Form

Prevention and Health Promotion Administration
February 2016
23



—mm 6. Cancer Treatment Plan and

]k-'IﬁHL_.-x___\JD !

Department of Health

Budget

« Form DHMH 4684

« http://phpa.dhnmh.maryland.gov/cancer/
CCPC%20Library%20Doc/MCF%20Ca
ncer Treatment Plan and Budget For
m_4684 revised%2010.22%20(2).pdf



http://phpa.dhmh.maryland.gov/cancer/Documents/MCF Updated 7.2013/Cancer_Treatment_Plan_and_Budget_Form_4684.pdf

Cancer Treatment Plan and

LAND

went of Health

Name of Organization/Entity applying for Grant:

Budget - Form

CANCER FUND

Cancer Treatment Plan and Budget

Patient Name: Date of Birth:
Diagnosis:l Date of Diagnosis:
Comments:

Treatment Plan from to Primary Treating Physician’s Name:

(date)

(date)

Procedure and Frequency of Treatment

Date Anticipated

Estimated Costs

Basis for costs
(Medicaid rate, HSCRC-regulated
rate, or out of pocket insurance costs)

Sub Total for Treatment

Indirect costs
(Maximum of 7%)

Total Requested
(Treatment + Indirect)

Form DHMH 4684 (Revised 10/22/2015)

| Promotion Administration
February 2016
25



;@x

D) /. Certification

« Form DHMH 4681

« http://phpa.dhnmh.maryland.gov/cancer/
CCPC%20Library?%20Doc/MCF%20Cer
tification Form 4681 revised%2010.22

%20(1).pdf




ISEAND ] Certification - Form

ncal Hyg

We, the Applicant and Grantee of the MCF Cancer Treatment Grant, further certify

'Ma‘ryfﬁde II that
D The patient meets the residency, insurance and income requirements

of the Maryland Cancer Fund program.

Certification

l:‘ We shall reimburse the provider(s), (or if we are a provider then we
As the Applicant and Grantee of the Maryland Cancer Fund (MCF) Cancer “jllmacczpt') o i}?ou?t‘}lsf grfater Egz}n ;he Mtf:wa‘lfl O‘rIHSC‘SIC-
Treatment Grant, we certify that the award will not be used to supplant any regulated rate (if applicable) for medical procedures performed.
existing funding for cancer treatment of this individual patient.
= 2 B l:] We will retain all records pertaining to this grant award for 3 years
Organization Name: unless directed by the Maryland Department of Health & Mental
Hygiene to retain longer.
Patient Name:
I:l We will maintain, as confidential, all medical and financial

information pertaining to the patient, their treatment and his/her

We do not receive any other funding for payment and/or reimbursement for the famil
amily.

patient’s cancer treatment
(that is. either we do not receive any other funding for payment or
reimbursement for any cancer treatment activities OR we receive funding for
payment or reimbursement of cancer treatment but that funding is expended
or obligated to other individuals for this Fiscal Year).

1 certify that we are (check all that apply):

[J A Maryland Local Health Department
[ A cancer screening program funded by the Maryland Department of
O Mental Health and Hygiene, Center for Cancer Prevention and

|:| We do receive other funding for payment and/or reimbursement for the Control:

patient’s cancer treatment as listed below. but still request MCF funds:

[ Breast/Cervical Cancer Program

S itls ivity it Period fi tiviti 5 B ts
ource Title or Activity Amoun eriod for Activities O igaiette Restitution Fuid Progr
L1 Other:
Rationale for need for MCF Funds: Signature of Contact Date
D Estimated costs of cancer treatment exceed available funding for
Payment
Name of Contact (Print) Name of Organization
D Other
listration
Form DHMH 4681 (Revised 10/22/2015) Form DHMH 4681 (Revised 10/22/2015)
' ary 2016

27
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MARYLAND |
Department of Health -
and Mental Hygiene

« Form DHMH 4686

« http://phpa.dhnmh.maryland.gov/cancer/
Documents/MCF%20Updated%207.201
3/Consent_Form_ 4686.pdf




Consent - Form

M CANCER' FUND

Consent Form for Treatment
[Program] [Health Department]

The Maryland Departmeni of Health and Menial Hygiene (DHMH) distributes grants for the
Maryland Cancer Fund to the [Program] The funds for this program are provided by the
Maryland taxpayers who donate money through the state income tax check off system.

You must read, sign and date this form so that [Program] may pay for your [type of
cancer] treatment or diagnostic workup.

+ [ authorize docters and other medical providers (including laboratories and radiology
facilities) to give the results of my screening(s), laboratory test(s), surgical consultations,
bropsy{ies), cancer size and stage, freatment recommendations (if applicable), and/or
operations related to cancer screening, diagnosis, and treatment to the [Program] T
further authorize doctors and other medical providers to give to the [Program]
information from my medical history about past cancer screenings. diagnoses, and
results. I also authorize the [Program] to share medical information with the DHMH

e Tunderstand that if I am found to need more tests to diagnose a finding suggestive of
cancer identified during diagnostic services. the [Program) will pay for these tests using
the Maryland Cancer Fund — Cancer Treatment Grant.

* Tunderstand that the [Program] will pay for future visits, tests, and procedures to treat
my [fvpe of cancer] under the Maryland Cancer Fund — Cancer Treatment Grant funding
to the extent of available funds—-%[amount of award].

* Tunderstand that if I need additional tests or treatment that cost more than the $[amount
of award]. the [Program] will not be able to pay for these services. A doctor. hospital,
or other care program may bill me for tests or treatment.

o [understand that the information I provide and the results of my [type of cancer] tests or
treatment will be kept confidential by the [Program] and the DHMH. Information will
be used for statistical, clinical, and program management purposes only. I may inspect,
amend. and correct the information on my records. Information will not be disclosed
again to others except as allowed or required by Maryland or Federal law.

This consent form is valid for ene vear from the dare it is signed. T have read the abour
starements and agree to them.

Signarue 1 and Health Promotion Administration

February 2016
29

Fomm DEMH 4686 (Revised 03/3172013)



;@x

LT 9. Fiscal Budget

and Mental Hygiene

« Form DHMH 432 A-H

« http://dhmh.maryland.gov/Pages/sf gac
ct.aspx

February 2016


http://dhmh.maryland.gov/SitePages/sf_gacct.aspx

| MARY 1',__.-1_:\1[)

Fiscal Budget — Forms
ot DHMH 432 A, B, C

STATE OF MARYLAND
'DEPARTMENT OF HEALTH AND MENTAL RYGIENE FROCRAMBLDGET PROGRAM BUDGET
HUMAN SERVICES CONTRACT PROPOSAL . ESTIMATED PERFORMANCE MEASURES
PROGRAM ADMINISTRATION:
A, Vendor Information: GRANT NUMBER: DATE SUBMITTED: § .
CONTRACT PERIOD: FISCAL YEAR: PROGRAM ADMINISTRATION: AWARD NUMBER:
Organization: ORGANIZATION: PHONE #: FISCAL YEAR: CONTRACT PERIOD: SUBMITTED:
STREET ADDRESS: ORGANIZATION PHONE NUMBER:
Address: CITY, STATE, COUNTY: 7P ADDRESS: .
. . § PROGRAM TITLE: PROGRAM TITLE:
City: State: Zip Code: CHARGEABLE SERVICES (Y/N) ‘DHNH PROVIDES 50% OR MORE OF FUNDING (YY) ’
Contact Person: Telephone: FOR DEMH USE ONLY
Mailing Address if other than shown abore): OTHER DIRECT FUNDING PERFORMANCE BUDGET YEAR
Federal Employer LD.: Minority Enterprise Yes No DEMH  SUPPLEMENTAL FEDJ/STATE ALL TOTAL
LINE ITEMS MAY FINDING  FUNDING L0CAL& OTHER  OTHER  PROGRAM MEASURE Y
sccal Year or Period for whi NOT BE CHANGED REQUEST __ REDUCTION GOVT AGENCY  FUNDING BIDGET
Fiscal Year or Period for which Funds are Requested: MA
! SALARIES/SPECIAL PAYMENTS ES TE
Tvpe of Service To Be Funded: FRINGE
Performance Measures Detail Attached Yes Xo CONSTLTANTS
EQUIPMENT
Area/Jurisdiction To Be Serviced: PTRCHASE OF SERVICE
Does the Organization Do Fundraising; Yes No RENOVATION
Are any of the State supported costs being used to generate fundraising dollars Yes No CONSTRUCTION
Type of Propasal: New ‘One-Time Only Renewal Supplement REAL PROPERTY PURCHASE
UTILITIES
B. Affirmations and Signature of Certifying Official: (Mark Appropriate Box(es)) RENT
§  Ifthe local health officer has not signed belaw, a copy of this application was FOOD
sent to that official simultaneously with this submission MEDICINES & DRUGS

9 ADIUZIAD BALTAUVE 13 AUACHED UL €4CH SETVICE,
MEDICAL SUPPLIES

(OFFICE SUPPLIES
On behalf of the governing baard or ather executive authority of the abave named TRANSPORTATIONTRAVEL
organization, I affirm that the information and estimates conveved in this application are BUISLDIPVL‘G'V
true and accurate to the best of mv knowledge.
MAINTENANCEREPAIRS
Signature: Date: POSTAGE
PRINTINGDUPLICATION
Name Printed or Typed: Title: STAFF DEVELOPMENT/
C. Third Party Revi R
R;u‘mlfl I)I:ﬁn'al o Signature Date  Reviewed  Approved Dis: ved  Attached CLENT ACTITIIES
g Offici e a viewed  Approv roved 4
< = 2 ADVERTETNG
Lacal Health Officer [CSURANCE
LEGALACCOUNTINGAUDIT
Advisory Council [PROFESSIONAL DUES
(OTHER
Lacal Govt. Auth. (ATTACH [TEMIZATION)
[ TOTAL DIRECT COSTS
Reginal Direcor omeCT cosT
DHMH 432C (Feb. 1997)
Other (Speciy) TOTAL COSTS
- LESS: CLIENT FEES
D For DEMH Use Oukv DEMH FUNDING .
DHMH 4328 (Rer. Feb. 1997) ition
DHMH 432 (Rev. Feb. 1997) 016

31



Iscal Budget — Forms

went of Health

ORGANIZATION: SCHEDULE OF EQUIPMENT COSTS
ORGARTZATIOR: AWARD NUMBER: FISCALYERR
AVARD FUNBER: FCALYERR FOR DHME USE ONLY: TOTAL
FOR DEWA TSE ONLY: HIJ’\P_BD&G P}i{fg&*}“
SCHEDILE OF SLARY COSTS SCHEDULE OF CONSULTANT COSTS LIST OF MISCELLANEOUS EQUIPMENT COSTING UNDER $500 EACH
MERTSTSTEH LIST BELOW EACH EQUIPMENT ITEM COSTING OVER $500
HIGHEST TOTAL TOTAL
GRADE | HOURS SALARY SALARY PROFESSIONAL DEGREE | HoRLY | TOTAL | DHMH PROGRAM DESCRIPTION CLIENT NEW
OBTITIEOR MOEEERY | a0 | MR | ToEORsEMIE | omE oL OrOFFICE | or REPLACEMENT
: ! NAME OF CONSULTANT AREA HELD BATE | HOURS | COSTS BUDGET
CLASSIFCATION NGy | s | e FINDING | PROGRAMIBUTIGET
TOTALAUST EQUAL 638
DEDME D R eh 97 ITOTAL MUST EQUAL 83}
DHMH 432E e eb. 1997) TOTAL (MUST EQUAL 4328)

DHMH432F (Rev. Feb. 1997)



Fiscal Budget — Forms

DHMH 432 G, H

ANTICIPATED SOURCES OF FUNDING

PURCHASE OF SERVICE

PERFORMANCE MEASURES DOLLARS
NUMBER UNITS PURCHASED
SERVICE VENDOR (e.g., HRS, VISITS, ETC.) DHMH TOTAL

SOURCES AMOUNT

DHMH AWARD

DHMH SUPPLEMENT

LOCAL GOV'T

OTHER AWARD - FED, STATE OR PRIVATE AGENCY (SPECIFY)

FEES
DHMH CLIENT FEE COLLECTIONS
OTHER CLIENT FEE COLLECTIONS
MEDICAID PAYMENTS
MEDICARE PAYMENTS
INSURANCE/PRIVATE
SSI

OTHER - IDENTIFY
FUNDRAISING/DONATIONS
UNITED CHARITIES
INTEREST

Total Funding (Must Equal Total Costs in Total Program Budget on

Budget Face Sheet

IN-KIND CONTRIBUTIONS (IDENTIFY) VALUE

[TOTAL CASH PLUS IN-KIND I |

TOTAL R 006.00.6.9.0.0.0.0,0.4 0 000.0.9,0.0.00.0.0,0.0.0.4
**Total must equal 432B

DHMH432H (Rev. Feb.1997)

on
DHMH432G (Feb. 1997) 16
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Application Process

1. Contact MCF Coordinator for fund availability
a. Call (410) 767-6213

b. If funds are available, then a grant number
will be provided to continue

c. If funds are unavailable, then further
Instructions will be provided

2. Complete MCF application
3. Submit signed Standard Grant Agreement

Prevention and Health Promotion Administration
February 2016
34



2 STANDARD GRANT

MARYLAND |
epartine nf Health

ent of Health
| reien

AGREEMENT

= Legal contract between DHMH &
Grantee

= Provides proposed award period and
award amount

=« Schedule of fiscal reporting

« Signed by Health Officer & DHMH

= 3 copies
= Blue ink




Award Confirmation

« Award Letter
= 10 Health Officer & Program Coordinator
« Terms and Conditions
= Purchase Order

Prevention and Health Promotion Administration
February 2016
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Fiscal Reporting

Dep:
and Mental Hygiene

=« Forms include:

= Request for Payment and Report of Actual
Expenses
- DHMH Forms 437 and 438
- Submitted Quarterly

= Annual Report

« DHMH Form 440
- Submitted 60 days after grant end date

Prevention and Health Promotion Administration
February 2016
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Fiscal Reporting (cont.)

= Final Comprehensive Report
- Provides summary of grant activity
- Submitted 60 days after grant end date

Prevention and Health Promotion Administration
February 2016
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DEPARTMENT OF HEALTH AND MENTAL HYGIENE
HUMAN SERVICE AGREEMENT
REQUEST FOR PAYMENT - VENDOR INVOI( HMH 437 FORM

1) VENDOR NAME 8) STATE FISCAL YEAR
2) VENDOR ADDRESS
3) CITY/STATE/ZIP 9) CONTRACT AWARD #:

4) PROJECT TITLE

5) TELEPHONE NUMBER

6) DIRECTOR'S NAME 10) REQUESTING PERIOD:
T0

7) FEDERAL EMPLOYER ID

By my signature, I attest that this information is correct, that the requested payment is just
and correct and fhat payment for the same services/period have not been requested previously.

11) SIGNATURE

(Blue Ink), DATE

PART A. Award - Human Service Agreement

Amount of Human Services Award $

Amount of CSA Administrative Award S

[ PART B. Vendor's Request - Human Service Agreement

Amount of Human Services Award Request s
Amount of CSA Administrative Request $
Total Payment Request $

SECTION L.
1) VENDOR NAME

DEPARTMENT OF HEALTH AND MENTAL HYGIENE
HUMAN SERVICE AGREEMENTS

DHNMH 438

INTERIM REPORT OF ACTUAL EXPENSES, RECEIPTS
AND PERFORMANCE MEASURES

2) VENDOR ADDRESS

3) CITY/STATE/ZIP

4) PROJECT TITLE

5) TELEPHONE NUMBER

6) CONTACT PERSON

7) DIRECTOR'S NAME

3) FEDERAL EMPLOYER ID

9) CONTRACT AWARD#
10y STATE FISCAL YEAR

11) REPORT PERIOD TO

By my signature, Lattest that the information
contained is correct, that payment requested is just
and correct and that payment has not been
requested previously.

12) SIGNATURE

PART C. DEMH SUBPROVIDER BUDGET REVIEW ATTESTATION (FOR DHMH USE ONLY)
We maintain on file, ion of the DHMH ider budgets
included in the purchase of service line item in the DHMH provider budget jor this human
i havea by the vendor of record on file.

servi

DHMH Fuading A

(Priaf Name) Signatore)
Date

NOTE: The above atrestation is required before any invoice, after and including the October(quarterly)

or November (bi-monthly) vendor imvoice, can be paid by the Division of Program Cost and Analysis.

PART D. DHMH PAYMENT (FOR DHMH USE ONLY)

Amount of Human Services Payment S

Amount of CSA Administrative Payment $
Total Approved Payment s
Approved By
Date

Notes

DHMH 437 (Revised August 2001)

BLUE INK DATE

SECTION IL. SECTION II
SUMMARY OF EXPENDITURES SUMMARY OF RECEIPTS

APPROVED ACTUAL VARIANCE SOURCE OF ACTUAL DPCA
LINE ITEMS MAY TOTALFROGRAM | EXPEND. THRU UNDER FUNDS RECEIPTS ONLY
NOT BE CHANGED BUDGET (OVER)

DHMH

SALARIES/SPECIAL PMTS 0.00] OTHER STATE
FRINGE 0.00] rLocaL GOVT.
CONSULTANTS 0.00]  DIRECTFEDERAL
EQUIPMENT 0.00] FUNDRABING
PURCHASE OF SERVICE 0.00] UNITED CHARITIES
RENOVATION 0.00| INTEREST
CONSTRUCTION 0.00]  caRRVOVER
REAL PROPERTY PURCHASE 0.00] roopsTAMVES
UTILITIES 0.00) OTHER (SPECTFY)
RENT 0.00 -CLIENT FEES-
FOOD 0.00| PRIVATERAY
MEDICINES & DRUGS 0.00 »EpIcam
MEDICAL SUPPLEES 0.00]  MEDICARE
OFFICE SUPPLIES 0.00] INSURANCE
TRANSPORT/TRAVEL 0.00] ss
HOUSEKEEPING/ 0.00]  orHER sPECTFY)
MAINTENANCEREPAIRS 0.00
POSTAGE 0.00]
PRINTINGDUPLICATION 0.00] ToTAL 0
STAFF DEVELOPMENT/ 0.00
TRAINING 0.00] SECTIONIV. PERFORMANCE MEASURES
CLIENT ACTIVITEES 0.00
ADVERTISING 0.00| PERFORMANCE BUDGET YTD THRU
LEGAL/ACCOUNTING AUDIT 0.00 MEASURE ESTIMATE
OTHER 0.00]
TOTALDIRECT COSTS 0.00 0.00 0.00]
INDIRECT COST 0.00|
TOTAL 0.00 0.00 0.00

DHMH 438 (REV. August 2001)

nistration
lary 2016
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I'J;q:]'.ua:'n went of H
and Mental Hy

DEPARTMENT OF HEALTH AND MENTAL HYGIENE
HUMAN SERVICE AGREEMENTS
ANNUAL REPORT (DHMH 440)

SECTION I
LOCAL HEALTH DEPT: GRANT NUMBER: ] ~ . .
AoomEss o FISCAL YEAR: o MCF Final Comprehensive Report
CITY, STATE, ZIPCODE: AWARD PERIOD: [
L 11— E— ToTA Ci VAT T-10-00/FHA-000/N00P00000
TELEPHONE #:
CONTACT PERSON: SIGNATURE: (Blue Ink) .
TFEDERALID.Z o Type of Cancer:
SECTION Il DATE:
Euu 0.00 0.00 o0 | SECTION Iil: Stage of cancer at Diagnosis:
SUMMARY OF EXPENDITURES SUMMARY OF RECEIPTS
il Aoproved Age:
Line Items Total Program Actual Variance Actual DGAUse :
Budget | Expencitires | uneotOwer) | Souree of Funds Receipts only
fl=r o
2fFica 000 Race:
3[retrement om
+[Det Compersain om
ey wm "
6| Retiree Health Insurance. Gendel .
7|un
i
o[overims Eamy T County:
m:mnm stan . ontingency Fund h
11| Adjustments. . Jther (Speciy)
12[Spse Paymens Pyl (2] T . . - .
12[FiCA Speoal Paymen Payol Y Cimre Amount of Funds Expended: (Provide a brief description of the expenditures.)
2 T Fruas ey
orar T eocag
= e ere Brief Summary of Treat Received: (Provide a brief description of the treatment
6in ste Trvel ’@ provided.)
‘e[ouot Ste Tt [orer ey
[T
2 [StpensiTomon ww ot w0
22| Electricity 0.00
23| Wizter 0.00
| tites Combines SECTION IV:
25|Gas and Oil .
26| Insurance & Tide . RECONCILIATION (DPCA Use Only)
Repair I
28| Advertising . ‘Total Receipts 0.00
S [Paremnet vssgatens T ot Expensiures w
o T
32|Repars . Variance - Under/(Over) 0.00
2Photooper Rertal
€A Only) § To Contingency Fund
3Sotare
2| Sotvere Mt
| Mainenance
40| Laboratory Services DPCA Action:
Protogaphy (Commercal
42[Prining
43| Purchase of Care.
44|Trach Disposal
p :
4| Projects
safFooa
6| e v, ruge and Creicas
51|Medical Supplies
Szﬁoeswws
5:[Pape A
54| Computer Equipment
22[OFos Eqvomen:
8| 3l Egupment
57| Medical Equipment
58[Office Equipment BY:
5[Dues & Vb
80| Insurance DATE:
61|Rent
83| Other (Atiach Detail)

»n Administration
February 2016
40
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Wawa Gift Cards

Dep:
and Mental Hygiene

« $10 Wawa gift cards for patients to be
used for transportation to and from
medical appointments

= Submit request to MCF Coordinator

Prevention and Health Promotion Administration
February 2016
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o) QUESTIONS?

and Mental Hygiene

MCF Coordinator
(410) 767-6213

February 2016
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IDeparvment of Healcoh
Aand Mencal FHygmiene

Prevention and
Health Promotion
Administration

http://phpa.dhmh.maryland.gov




